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1. Inflammatory Bowel 
Disease 


e Idiopathic inflammatory disease of the G.I.T 
e 2 major types 


e Ulcerative colitis 


e Crohn's Disease 


Epidemiology 


e Incidence 6-12/100 000 

e Northern hemisphere Whites 

e Higher in Jews 

* UC more common than Crohn’s disease 
e 2 incidence peaks 15-30 & 60-80 years 
e Aetiology: unknown- autoimmune 


“Abnormal immune response by a genetically 


predisposed host to exogenous factors” 


Ulcerative Colitis 


e Mucosal Disease 
e Rectum almost always involved 
e Limited to colon - varying extent 
e In continuity; no skip lesion 
e Occasional backwash ileitis 


e Histological hallmark - acute inflammatory cell 


infiltrate with crypt abscesses 


Crohn’s Disease 


e Transmural Disease 
e Any part of the GIT from lips to anus 
e Skip lesion 
e 1/3 ileal, 1/3 tleo colic €: 1/3 colon only 
e Ulcerating, stricturing, fistulising 


e Histological hallmark: chronic inflammatory ce 


with granulomata 


Clinical Presentation 
e UC: Diarrhoea with bloody mucus 


* CD: Depends on site, extent and pattern of disease 
e Colitis like UC 
e Abdominal pain, malabsorption, malnutrition, 


e Constitutional signs 


e Bowel obstruction, mass lesion, fistula, bleeding e 


Differential Diagnosis 


e U.C- Other causes of diffuse colitis: 
e Infective colitis 
e Amoebiasis, bilharzia, Shigella & CMV. 
* TB - more often mimics Crohns. 
e Ischaemic colitis 
* CD- Depends on presentation: 


e Appendicitis or diverticulitis. 


e Carcinoma/tuberculosis/lymphoma etc 


Extraintestinal 
Manifestations of IBD 


e Skin: Erythema nodosum, pyoderma gangrenosum, 


clubbing 

e Joints: Peripheral arthritis, sacro-ileitis, ankylosing 
Spondylitis 

e Eye: Iritis/Conjuctivitis, screritis 

e Liver/Biliary: Primary sclerosing cholangitis, steatosis 


e Kidney: Renal stones 


e Other: Venous thromboembolism, osteoporosis 


Treatment 


e 5-Aminosalicylates: (mainly maintenance) 
e Sulfasalazine - (Sulfapyridine-5 ASA) 
e Mesalazine - 5 ASA (delayed release) 


e Oral and rectal preparations available. 


e Glucocorticoids: Induction therapy only 


e May be taken IV, oral or per rectum (budesonide) 


e Steroids: Numerous side effects - no place in maintenanc 


Treatment cont... 


e Immunomodulators; Azathioprine + Mercaptopu 


e Methotrexate 
e Cyclosporine, tacrolimus 


e Antibiotics (metronidazole/ciprofloxacin) - For fist 


Crohn's disease 


Treatment continued 


Biologics: 

*Anti-TNF Ab: Infliximab,adalimumab. 
eIntegrin inhibitor 

Lots of new in development 


Other: probiotics, diet etc = insufficient 


evidence 


Surgery 


°U.C: 
e Acute severe disease- failed Truelove regime 


e Chronic non-responsive disease/intolerant to 


medication 
e Malignancy related complications 
e Crohns: 
e Complications 


* Unresponsive/debilitating disease 


e Occasionally uncertainty of diagnosis 


Acute severe colitis (ASC) 


* Severe Colitis: 
e Diarrhoea with = 6 bloody stools per day 
e Plus 1 or more of the ff 
e Pulse >90 /min or 
e Temp > 37.8 C or 
e Hb < 10.59% or 


e ESR > 30mm/hr CRP >30mg/L 


Why recognize ASC ? 


e Emergency; Mx by gastroenterologist. 

e Early introduction of aggressive therapy. 
e Be aware of mortality. 

e Liaise with surgeon at early stage. 


- Delayed surgery increases complication 


and 


mortality rate 


e Introduce stomatherapist. 


‘Truelove regime’ 


e Resuscitate including Blood transfusion 

e IV steroids - hydrocortisone 100mg 6hrly 
e High care observation, NPO 

e Look for toxic megacolon & perforation 

e Bowel perforation may be ‘silent’ 


e Consider ‘rescue’ treatment on D3 (cyclosporin 


or infliximab) 


e Colectomy on D8 if no response. 


2. Abdominal 
Tuberculosis 


e GI tract TB (mouth to anus) 
e Visceral (Liver, Soleen, Lymph nodes) 


e Peritoneal eg, ascites 


e Note association with HIV Disease 


Gastrointestinal 
Tuberculosis 


e Makes up about 70% cases of abdominal TB. 
e Site: lleocecal area (Peyer’s patches) > colon > jejun 
e Combination common e.g. colon with lymph nodes 


e Lesions produced in tuberculosis: 
(i) ulcerative 


(ii) hypertrophic 


(iii) stricturing 


GI TB - 
pathophysiology 


e Swallowing of infected sputum. 
* Hematogenous dissemination. 
e From infected adjacent organs e.g. ovaries. 


e Lymphatic spread from infected mesenteric 
LN. 


e Through bile from tubercular granulomas of 


the liver. 


GI TB- clinical 
presentation 
e Terminal ileum & caecum -mimic Crohn’s 
disease. 
e Abdominal pain, mass, diarrhoea, fever. 
e Ascites. 


e Systemic features. 


e Complications eg bowel obstruction, GI bleed. 


Peritoneal TB 


e Plastic 


e Thickened mesentery + nodes = doughy 


abdomen 


e Ascitic 
e Ascitic tap 
e SAAG <11g/l 
e Exudative - high protein >30g/l 


e Increased WCC mainly lymhocytes 


Visceral TB 


* Hepatosplenomegaly 

e Abdominal lymphadenopathy 

e TB hepatitis , TB mass/granuloma, abn LFT 
e Splenic granuloma, micro-abscesses 


* Urogenital 


e Musculoskeletal 


Diagnosis & Mx 


e Imaging - Ultrasound, CT, MRI abdomen- enterograph 
e X ray, barium studies. 

e Endoscopy- colonoscopy & biopsy. 

e Ascitic fluid- ?ADA. 

e Peritoneoscopy/laparoscopy/laparotomy/liver biopsy. 


e TB elsewhere - eg. Lungs, bone marrow. 


Confirmation: TB culture, AFB, +/- gene expert. 
e Rx: TB treatment: 9-12 months 


3. Irritable Bowel 
Syndrome 


e Abdominal pain. 
e Altered bowel habit. 


e Absence of structural abnormalities. 


e No alarm features. 


* Long duration. 


Rome lll Criteria 


e Abdominal pain or discomfort > 3 days/month 
in the last 3 months 
e With 2 or more of the ff: 
* Improvement with defaecation 
e Change stool frequency 
e Change stool consistency 
e Associated: 


e Mucus per rectum, bloating, flatulence, sensation o 


incomplete evacuation 


Incidence and 
Pathophysiology 


e Common - West 20% prevalence. 

e Young females (24 decade) 

e Enteric nervous system - 5HT3 (Brain gut 
axis) 

e Stress (anxiety, mood disorders, abuse) 


e altered Gl motility, visceral hyperalgesia, 


microscopic inflammation 


Differential Dx 


e IBS may co-exist with organic disease 
e Beware: 

e Weight loss 

e Anaemia 

e Blood per rectum 

e Any other sign of organic disease 


e Age of onset >40yrs 


e Family hx of organic disease 


Investigations 


e Diagnosis of exclusion. 
e Usual to do: 
e FBC, U&E, CRP, ESR 
e Stool e.g. MC&S 


e HX specific TFT, Ca, Coeliac serology, 
Hydrogen breath test. 


e > 40 years - usual to do endoscopy or imaging 


of bowel 


Treatment 


e Dietary advice 

e Psychological support 

* Medications: 
e Bulk agents, laxatives & prokinetics. 
e Anti-diarrhoeals, anticholinergics. 
e Tricyclic anti- depressants. 


e 5HT3 antagonist/5HT4 agonists. 


e Antispasmodics e.g. peppermint oil............. 


